
Part one covers the ethical dilemmas of
doctors caring for patients and the many
practical problems that arise; this area of
medical ethics is what most doctors would
consider to be “true” medical ethics. Many
doctors would not consider part two to be
medical ethics at all, because once a person
has fully undergone the process of becoming a
medical professional they can lose sight of the
ethics involved in professional interactions.
This is not to say this area of medical ethics is
not important, indeed, it is extremely impor-
tant but is not often considered by doctors in
their everyday practice. The medical student,
however, is in a better position to evaluate the
ethical problems arising in training and staff
interaction because they have not yet fully
undergone medical socialisation.

Each of the two main parts is further
subdivided into sections. The first section of
part one is performing procedures. This covers
informed consent; the person performing the
procedures when inexperienced; blaming the
patient for your own shortcomings; doctor-
patient confidentiality; the newly dead and
their rights, and peer and senior support in
caring for patients. The format within each
subsection is identical throughout the book.
One to five clinical cases are briefly described
that will be instantly identifiable to any medi-
cal student or doctor. Two commentaries then
follow, written by different contributors.
These commentaries are in general well
thought out, logically argued, and pitched so
that someone with little or no prior exposure
to medical ethics will be able to understand
them. They tend to contradict one another in
parts, which is one of the books strongest
attributes in that it shows medical ethics to be
a subject where debate is encouraged rather
than a discipline where a prescriptive set of
rules holds sway. Concluding each section is a
set of thought-provoking discussion ques-
tions. The two further sections of part one are:
(a) problems in truth-telling, which covers
issues such as admitting mistakes to patients
and omitting to tell patients salient facts and
(b) setting boundaries, which explores
doctor-patient professional boundaries, treat-
ing patients you don’t like, and the limits of a
doctors compassion.

The second section of the book covers all
aspects of professional behaviour, including:
abuse (psychological, physical, and sexual);
professional communication (jargon and hu-
mour); questioning authority and the status
quo; whistle blowing; alcohol and drug abuse;
mistreating patients; covering up, and misrep-
resenting research. These issues are rarely
covered in medical education and it is to be
hoped that through this book their profile will
be raised in mainstream medical education.
The second section is as equally well written
as the first and the authors communicate
their ideas well.

I think this book would make an excellent
basis for a course in medical ethics for medical
students. The course could be taught as a con-
tinuous module or a number of planned
sessions throughout an academic year. Ward
Ethics is also very suitable for trainee doctors, if
not all doctors, and I would recommend it to
anyone with the slightest interest in medical
ethics.

R N J Graham
rnjgraham@doctors.org.uk

Bioethics in social context

Edited by B Hoffmaster. Temple University
Press, 2001, US$69.50 (hc), $22.95 (pb), pp
230. ISBN 1-56639-845-2
Hoffmaster endeavours to enrich the dominant
bioethical paradigm, based on abstract

principles, with the lived experience of moral
decision making. He proposes that bioethics
involves not only the justifications for moral
judgments, but also the understanding of the
beliefs and values underpinning them. The
“old” conventional bioethics, situated in
“rationality and generality”, is to be replaced
by a new “reoriented” bioethics, situated in
the untidy world of “lived human experi-
ence”. In other words, context, in its widest
sense, is to be integrated into the bioethical
framework.

The relevance of social context in moral
philosophy is not new, however. As MacIntyre
tells us in After Virtue: “ . . . it also follows that
we have not yet fully understood the claims of
any moral philosophy until we have spelled
out what its social embodiment would be”. He
reminds us that Plato and Aristotle, amongst
others, undertook this project. MacIntyre, like
Hoffmaster, laments the loss of social embodi-
ment in the “narrow conception” of contem-
porary moral philosophy. I submit that we are
now witnessing the rejection of Cartesian
duality and the revival, or restoration, of an
old paradigm—reintegrating the social mi-
lieu, narrative, and the emotions, in our
conceptualisation of moral philosophy.

Hoffmaster’s second goal is to raise the pro-
file of social science research in the field of
bioethics. He argues that the distinction
between descriptive and normative ethics is
artificial, and that the former is unfairly
devalued. Tony Hope, in an editorial in this
journal two years ago, somewhat tentatively
suggests that “a more systematic approach to
the empirical base might lead to new issues
and new perspectives” for medical ethics. He
describes philosophical medical ethics as the
parent of empirical medical ethics. Hoffmas-
ter, I suspect, would disagree, and would
argue that they are both equal and comple-
mentary partners.

Does this book achieve these stated aims?
The authors certainly do provide us with
diverse perspectives, showing us how the
social environment and dominant moral
norms can shape moral attitudes and deci-
sions. The related valuable work of English
social scientists is notably absent—for exam-
ple, Paul Atkinson’s work with training
doctors, and Priscilla Alderson’s ethnographic
studies of children and their parents in hospi-
tal. Nor does it read as a coherent, integrated
account, as the chapters lack a clearly identi-
fiable common thread.

Sharon Kaufman’s clinical narratives in the
practice of geriatric practice provide us with a
rich example of the complexity of “clinico-
moral” decision making. She illustrates, with
case examples, the power of the “technologi-
cal imperative” in framing and constraining
decisions in the care of frail and sick elderly
persons—many of whom may be harmed by
medical intervention. She also shows how
decision making evolves, and may not even be
perceived as the deliberate act of making
choices, but as part of routine practice.

Margaret Lock’s ethnographic study in
Japan sheds light on attitudes and practices
towards the dead—in particular the definition
of brain death and the use of the recently dead
for organ donation. The resistance in Japan to
equating brain death with human death is
not, she believes, simply due to cultural and
religious inhibitions, but is also linked to the
dominant communitarian ethic, with the
dying person anchored in kinship. The self is
relational, and not individuated and atomised
as in the West, with death viewed as an evolv-
ing process in which the family participates.
Despite the lack of a significant cultural divide

in attitudes towards death and afterlife, Lock
proposes that there are few socially sanc-
tioned channels in the USA—in contrast to
Japan—for articulating concerns and disa-
greement.

Sydney Halpern interprets the changing
attitudes and public discourse towards
human experimentation as arising from a
shift in emphasis from the collective good to
the protection of individual rights. Moral
judgments, he argues, are mutable, and
contingent upon the social and cultural envi-
ronment of the time.

Peter Conrad’s chapter on the media, genet-
ics, and culture demonstrates the potential for
oversimplification and distortion of scientific
discoveries in the lay press. He argues that
genetic optimism—the naïve positivist belief
that we will find the basis for human
behaviour in our genes, and be able to
root out antisocial behaviour by genetic
manipulation—can be equated with the fal-
lacy of the “magic bullet” in therapeutics. He
concludes that geneticisation reflects the cur-
rent ideology of blaming individuals, rather
than deficiencies and inequities in the social
system. I would argue that genetic fatalism
can also absolve individuals from moral
responsibility, and allow them to blame their
inheritance for wrongdoing, so that they
eschew reform and redemption.

Beeson and Doksum, in contrast, explore
how and why individuals reject genetic
testing, underscoring the enduring themes of
romantic love and family values.

Anspach and Beeson argue that bioethics
discourse has neglected the emotions, and
describe in detail their role in shaping values
and moral decisions in medical life, as well as
the interplay between emotions and power.
They describe “moral dissonance” as the con-
flict between emotions and morals, and how
its resolution can lead to a revision of moral
decisions. Health professionals need to be able
to move freely between emotional engage-
ment and detachment, so that they can
embody both fairness and imaginative sympa-
thy towards their patients. Interest in the role
of the emotions in moral life has developed in
many quarters: neuroscience (notably Anto-
nio Damasio); psychology (Daniel Goleman,
amongst others); cognitive science (for exam-
ple, Mark Johnson), and contemporary phil-
osophy (Peter Goldie, Alasdair MacIntyre,
Martha Nussbaum, Michael Stocker, and Ber-
nard Williams, to name a few). Modern
philosophers are building on the earlier work
of Aristotle.

Cate McBurney’s ethnographic study of
clinical ethics committees provides a chasten-
ing insight into to how they can marginalise
front line staff (nurses) and patients them-
selves. Objectivity, they argue, is two edged,
for it can indicate impartiality and fairness,
but also objectification and indifference.

Patricia Marshall’s narrative account of
working as a clinical ethicist reveals the
conflicts and tensions in that role—
particularly the compromise of being part of
the institution in which the patient is held
captive.

Perhaps Charles Bosk’s chapter on the role
and moral standing of the social scientist is
the most controversial and provocative. He
argues that all social science research involves
duplicity, the erosion of informed consent,
and the violation of confidentiality. The
research subject, flattered to be the object of
attention, reveals more than originally in-
tended, but relies on the researcher to
safeguard these revelations—a trust that is
liable to abuse. According to Bosk, the social
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scientist’s perspective is ironical, and debunks
professional idealism. This debunking, in
addition to compromised anonymity, can par-
ticularly damage high status professionals.
Finally, he argues that there is role-based
incompatibility between doing ethics and
doing ethnography. Hoffmaster counter-
argues these claims, but cannot entirely
remove the disquiet. On the other hand, at
least some social scientists appear to demon-
strate a profound respect and sympathy
towards their research subjects—for example,
Rayna Rapp’s work with pregnant women and
genetic counsellors.

In conclusion, this book provides a valuable
contribution to the expanding field of empiri-
cally based ethics, or “ethics in use”, revealing
the moral decisions people make in the real
world, and how and why they make those
decisions

P de Zulueta
p.dezulueta@ic.ac.uk

Ethics Committees in Central
and Eastern Europe

Edited by J Glasa for the Council of Europe.
IMEB Foundation and Charis a.s.: order from
the Institute of Medical Ethics and Bioethics
Foundation, Limbova 12, 83303 Bratislava,
Slovak Republic, j.glasa@upkm.sk, 2001,
US$7.00 (within Europe), US$9 (elsewhere)
(includes postage), pp 266. ISBN 80-88743-
40-0

The growth of research ethics committees
worldwide is now fairly rapid and new “mar-
kets” for research ethics are opening all the
time. The market metaphor is appropriate,
since a good deal of the impetus for research
ethics review comes from the development of
new pharmaceutical products, the globalisa-
tion of pharmaceutical research, development
and marketing, and the internationalisation
of regulatory standards for pharmaceutical
R&D. The need for independent ethical review
of research protocols by a committee drawing
on a range of professional and lay expertise is
established as a moral, a quality-management
and a regulatory requirement in many juris-
dictions, and internationally in the Declara-
tion of Helsinki, the Council of Europe’s
Biomedicine Convention, and the Inter-
national Committee on Harmonisation’s Tri-
partite Guideline on Good Clinical Practice.

Central and Eastern Europe have for many
years been sites of pharmaceutical R&D, but
this has intensified in the aftermath of the
revolutions of 1989 and since that time. These
revolutions and this intensification have been
followed by liberalised markets in health
goods and health care, the opening of the
state and university sectors to public-private
collaborations and private enterprise, creating
a fertile context for clinical trials. In addition,
the widespread official or unofficial privatisa-
tion of health care has created a new set of
ethical problems for health care workers, and
the beginnings of clinical ethics committees
and education programmes. In many cases
these beginnings this builds on foundations
laid down in the 1960s and later after, but the
creation of new nation states (or reinvention
of old ones) and the changes in political

culture, have made important differences to
the scope and significance of ethical reflection
on health care and biomedical research.

This useful volume summarises the experi-
ence of many states in Central and Eastern
Europe, together with comparative material
from some Western states, including the UK,
the USA, Germany, and the Netherlands. The
volume includes helpful material on the role
of the Council of Europe and the Biomedicine
Convention, the international and national
regulations defining research and clinical eth-
ics committees, and the special local issues
relevant in each of the countries. It is based on
a conference held in Bratislava in late 2000
under the auspices of the Council of Europe’s
Demo droit Ethical Review of Biomedical
Research Activity (DEBRA) programme, de-
signed to facilitate the development of re-
search ethics committees in Europe.

In addition to the useful comparative mate-
rial, a few papers describe historical factors
relevant to the development of ethical review
in particular countries. For example, several
papers describe the changing nature of
university bioethics under the various
changes in government over the past 30 years,
and several papers describe the changing
involvement of the pharmaceutical industry
in their countries—including the role of
“home” companies as well as multinational
firms. A few papers raise philosophical ques-
tions about research, research ethics, and
research ethics review—the quality of these is
good, and they raise some interesting ques-
tions which are not often discussed, for
example, should ethics committees pro-
nounce on the substantive ethics of a research
programme, or only on the actual work
planned in this application? For instance,
research into the supposed genetic basis of
homosexuality, and what the relationship is
between ethical review and political culture
(does review depend on some form of
“pragmatic tolerance” in society and its insti-
tutions)? The strong and longstanding philo-
sophical traditions in Central and Eastern
Europe are not widely known in the West, and
deserve to be better understood. Too much
work in research ethics assumes that the
US/UK model is the ideal to be exported. On
the evidence of this volume, the potential for a
more reflective research ethics lies as much in
Eastern Europe as in the USA or the UK,
however different the state of institutional
development may be.

This book will be useful to researchers
planning projects in the various states in Cen-
tral and Easter Europe, to scholars of research
ethics and its regulations, and to those work-
ing in, or otherwise interested in, the develop-
ment of health care in the region.

R E Ashcroft

NOTICES

European Integration—Philoso-
phy and Ethics of Health Care
The XVIIth international congress of the
European Society for Philosophy of Medicine
and Healthcare will be held from August

21–23 2003 in Vilnius, Lithuania. Its theme is
European Integration—Philosophy and Eth-
ics of Health Care.

Abstracts are invited addressing the follow-
ing topics: development of medical philos-
ophy and bioethics; institutionalisation of
philosophy and ethics in health care; harmo-
nisation of medical research regulations;
human rights and health care; solidarity and
health care; just health care; the gap between
“academic” and “bureaucratic” bioethics;
commercialisation in health care; patenting
and genetics; genetic health related data-
bases; research and personal data; use of bio-
logical materials, and (future) European
guidelines in biomedical research. Abstracts,
(500 words maximum) should reach the
organisers on disk or by email before Decem-
ber 1 2002.

For more information please contact: Pro-
fessor Dr Henk ten Have, secretariat ESPMH,
Department of Ethics, Philosophy and History
of Medicine, University Medical Center, PO
Box 9101, 6500 HB Nijmegen, the Nether-
lands. Fax: 024–340254; from abroad: +31–
24–3540254. Email: h.tenhave@efg.kun.nl

Course: Death Without Suffering
An Advanced European Bioethics Course,
Death Without Suffering, will be held from 31
March to 2 April in Nijmegen, the Nether-
lands. Specialists from various countries will
discuss ethical issues to do with medically
assisted death and palliative care.

Subjects will include: Death, suffering and
the concept of palliative care; Death and
suffering: ethical perspectives; Ethical issues
in pain management in hospice care, and Sci-
entific research in palliative care.

The lecturers will be: D Gracia (Spain),
W Dekkers, B Gordijn, H ten Have, D Willems,
and Z Zylicz (all from the Netherlands).

The language of the course will be English
and the price is €295.

For more information please contact:
N Steinkamp, University Medical Centre
Nijmegen, Dept 232 Ethics, Philosophy and
History of Medicine, PO Box 9101, 6500 HB
Nijmegen, the Netherlands. Telephone: + 31
24 3615320; fax: + 31 24 3540254; email:
n.steinkamp@efg.kun.nl

Spring conference: Bioethics in a
Small World
From April 10 to 12 the Europäische Akad-
emie will organise an international confer-
ence on bioethical problems connected to the
globalisation process. The conference will
include sessions on methodological
problems—”Bioethics. A science and its appli-
cation in politics”; “Culture-dependent
ethics?”—as well as practical problems such
as “Research Ethics”, “Access to essential
drugs”, “Patents on biomaterials”, and
“GMOs and the world’s nutrition problem”.

Speakers will include Abdallah Daar (To-
ronto), Weyma Lübbe (Leipzig), Edgar Mor-
scher (Salzburg), Udo Schüklenk (Johannes-
burg), Carmel Shalev (Tel Hashomer), Joseph
Strauss (Munich).

For further information contact the
scientific organisers: Richard Ashcroft
(r.ashcroft@ic.ac.uk) or Felix Thiele
(Felix.Thiele@DLR.de).
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